appropriate but vitiated by other circumstances affecting the hospital situation; perhaps the problem itself changed from one period of the study to the next, in that patients became more demanding. Another possible weakness may be the method of evaluation; there may have been an improvement which our indices did not record because they were inappropriate or insufficiently sensitive. I think it probable that all these possibilities contributed something to the failure, but that the two most important were the 'other changes' in the hospitals and the superficiality of the action taken.
Looking first at the other changes that took place, the reduction in the length of stay was probably the most relevant. In hospital X the proportion of patients in the sample who stayed in hospital for less than six days rose from 18% in 1964 to 30% in 1966 and the trend was probably more marked for multiparae. Although the survey showed no direct association between very short stay and communication problems, the increased turnover which goes with short stay could obviously have an indirect effect in that it increased the work load for the staff. In 1964, 47% of the patients in our sample in hospital X said they got most of their information from a sister; in 1965 the percentage was 29 and in 1966 only 23. Discussing this, the sisters themselves said they had been spending less time in the wards and more in the office during the later period largely because of the arrangements for early discharge.
This links up with my final point and main conclusion, namely, that discussion of this problem, feelings of interest and goodwill, and relatively superficial actions are not enough to overcome the many barriers to adequate communication between patients and doctors.
Most patients are diffident about asking questions when doctors and nurses are busy. At the same time it is tempting for hospital staff to assume that if patients want explanations and information they will ask for them. There is therefore, in sociological jargon, a basic misunderstanding in the minds of both patients and staff of each other's role in this two-way process of communication.
What seems to be needed is a formal definition and recognition of roles, in the same sort of way as responsibility for ensuring that patients get the right drugs is allocated, accepted and delegated.
Personally I do not feel that this ought to be the sister's responsibility, except perhaps in maternity wards. I believe the ultimate responsibility should be the consultant's but that he should delegate this in respect of individual patients according to his judgment. Upon whom the delegated responsibility would fall would depend on circumstances, on the personality of the particular patient, and upon the suitability and sympathetic understanding of individual members of the hospital staff.
Delegation of responsibility should be precise, incapable of misunderstanding, and clearly known to all concerned with the care of the patientincluding of course the patient himself. The selected staff member would make a particular point of getting to know the patient; it would be his responsibility to ask the patient about any problems or queries and to explain that questions should normally be addressed to him but that in his absence other staff would do their best to help. This kind of arrangement could provide a valuable part of the house officer's training.
It seems to me that the great value of this failed experiment is that we have shown that it is not enough for doctors and nurses to be aware of this problem and sympathetic to it. They must also recognize that a more formal definition of responsibility is needed.
Dr David Cargill (St Peter's Hospital, Maldon, Essex)
Communication between doctors and patients may be considered under three headings:
(1) Spreading the good news that people would be well advised to consult one. When done by people other than doctors this is known as advertising, and the only formal instruction I ever received on the subject was during a single lecture on the functions of the General Medical Council when we were told that advertising was not done, only to find out in a very short time that it was. The important thing is to discover for oneself what the GMC will stand for; this can be summarized as everything but posters, circulars, classified and display ads, and slides in the local cinema.
(2) Getting the patient's history. We had plenty of formal instruction and practice in writingthose tremendous screeds in which the trees almost totally obscured the wood. Nothing, we were assured, was irrelevant and woe betide us if the Registrar discovered that in clerking the case of a motor accident victim we had omitted to note the date of her first period, even if she. was now 86 and had long forgotten what they were. In time each of us learned to apply his own variable correction factors and to know that 'screamin' and 'ollerin' all night long, none of us 'ad a winker sleep, pumped 'is poor little 'eart up' often means that the child woke up once, whimpered for a few minutes and spat out a mouthful of saliva, but that if another mother comes up alone to evening surgery and asks for a bottle of medicine to settle her child's collywobbles, acute appendicitis is a dead snip.
(3) Telling the patient what he ought and wants to know. We had no formal instruction on this subject. Under the apprenticeship system one saw how other people did it and one learnt that way. While I expect most patients got the right amount of information, I remember some who got too much and many who got too little. An elderly labourer listened while the students received an excellent lecture on the advantages of palliative gastrectomy in inoperable carcinoma of the stomach. A 12-year-old girl heard us being informed that gallop rhythm was of grave prognostic significance in diphtheria and, in case she was too stupid to get the message, that she was going to die, which she did. This was unusual and I am sure never happens nowadays. Much more common was for a patient to be left to get dressed and then to find that everyone had gone away. In due but rather long course he would be found by a nurse or a student or even a porter who would tell him that someone would be writing to his doctor. This sort of practice is by no means extinct. It is quite usual for a patient to leave hospital without the faintest clue about what he is supposed to do next: whether he is to continue his medication; who is to take out his stitches and when; whether the fact that, on the first time out of bed, he is allowed to carry his own bag half a mile to the nearest public transport to get him home to an empty house within three hours after a couple of changes on the way, implies that he may resume full activity forthwith; whether the hospital is expecting to see him again, and when; what dietary regime he is to follow and perhaps several other questions.
The stock answer is of course: 'Go and see your own doctor.' The GP is the recognized scavenger of the National Health Service and Welfare State. This would be all very well if the patient's own doctor had received a prompt and comprehensive discharge letter, but it is fairly certain that he has not had any such thing and will not receive one for several days or possibly several weeks. This happens too often, from too many hospitals, and in the experience of too many GPs for it to be credible that it is the result of occasional breakdown in hospital administration. Pressure of business is too often blamed for the failure, but this is no more acceptable than it would be as an excuse for failing to have a patient X-rayed or to test his urine. I am sure that many a consultant needs to tighten up his department so that this sort of thing does not happen. To send a patient away from the wards ignorant and bewildered ought to be considered as serious a slip-up as failing to investigate him properly.
I want to touch upon one other aspect of communicating with patients, namely, the necessity of resisting the temptation to pontificate. As a scientist I can state, for instance, that if you smoke cigarettes you are more likely to get lung cancer than if you refrain; or that if you take this penicillin your sore throat will probably get better more quickly. And because I am known to have special training in these matters it is prudent to accept my advice.
There are, again, a large number of human problems which fall into a kind of no-man's-land and here it may be legitimate to give one's advice so long as it is clear to both the donor and the recipient that, while it may have the authority of an older person who is perhaps better educated and has seen more of the world, the advice does not begin to have the authority of an opinion based on proved scientific knowledge and experience.
When a patient asks me about some situation to which my scientific knowledge does not apply, I am perfectly entitled to tell her that my experience of the world suggests that the best thing to do about her husband's breakfast tantrums is to ignore them; or that in my opinion as a Christian, Hindu, humanist, pragmatic hedonist or whatever I happen to be, it would be morally wrong to put arsenic in her mother-in-law's Benger's. What I am not entitled to do is pretend to myself or my patients that because my judgment on certain scientific matters is by special training enormously superior to that of laymen, my judgment on other practical matters or on any moral issues has a consequent claim to the same kind of superiority.
A married woman of my acquaintance was taking 'the pill'. She had three children. Her husband's employment took her to a place where the available doctor persuaded her to stop taking it on the ground that 'it's good for women to have lots of children'. She became pregnant and resentful. I think it is much too common for doctors to make statements of this kind, and others such as: 'Large families are happy', 'masturbation is harmful', 'spinsters are frustrated', and so on. The British Medical Journal recently stated (1967, i, 711) that premarital intercourse was harmful with much the same kind of dogmatism as would have been legitimate if it had been stating that insulin is a useful drug in diabetes.
None of these -statements has any kind of scientific justification and they ought not to be made. Particularly ought they not to be made by people with a legitimate reputation for knowing what really is harmful or beneficial. A tragic boomerang has returned to smite us over the matter of smoking. For very many years doctors who objected to smoking on asthetic or moral groundseven if the moral grounds seemed no better than those of Macaulay's puritaninveighed against it on medical grounds which were in those days frankly bogus. Now that we have irrefutable scientific proof that the habit is lethal we are finding it quite difficult to get ourselves believed. One day we might find that masturbation causes or predisposes to some disease; but after all these years of telling people that it would turn them into imbeciles nobody is going to believe us. I do not say that a doctor should not hold or express ethical opinions. He is perfectly entitled to say that he believes you will burn in hell if you practise contraception. He is not entitled to say that it will make you sterile or even that it will make you unhappy. Clinical impressions ought not to be elevated to the status of scientific probabilities. It may be some people's clinical impression that sin does not pay. It is mine that the wicked flourish like the green bay tree, whatever my view may be about their postmortem prospects. The most distinguished former student of my hospital and your President's, Somerset Maugham LRCP, thought that very few people suffered from remorse even if they had a lively fear of being found out. Because the physician can speak with absolute certainty or strong probability on certain matters, he has a special responsibility not to use the extra weight he so acquires on matters about which his opinion is irrelevant. Before assuming the confessor's stole, the necromancer's wand or the evangelist's tambourine, he ought to put aside that little black bag.
Miss June Neill (National Institutefor Social Work Training, London)
For two years I have been employed on a project to determine whether and how a social worker can be of use in a general practice. This five-year project is financed by the London City Parochial Foundation and sponsored by the National Institute for Social Work Training.
I work at the Caversham Centre, a group practice in north-west London consisting of five doctors, a trainee general practitioner, a nurse, a health visitor, a secretary, two receptionists and myself. All twelve of us are employed full time.
The list size is between nine and ten thousand. The practice is conducted in an ordinary house similar to those in the neighbouring streets where many of the patients live. Patients are free to make appointments with any of the doctors and they have direct and easy access to any other member of the staff. There is an atmosphere of informality and easy communication throughout the building.
For the sake of the patients it is vital that there should be ready communication between all staff members so that the various aspects of difficulties which a patient may present to any one of us may be considered as a whole, and a realistic plan of treatment or referral evolved. Patients know that the staff at the Centre work as a team, and they often rely on this when communicating their problems. Meetings lasting an hour, at which all staff are present, are held twice a week over lunch. Situations requiring co-ordination of effort or problems which especially concern us are briefly and informally discussed.
There are plans for this practice and another group practice to move into a newly built health centre during the next few years. Despite the great advantages in this, there are some misgivings that the gloss of a new building containing a staff of 50 instead of 12 might endanger the easy communication now existing between patients and staff.
As a social worker I can talk specifically only about the 730 patients and their families with whom I have had contact. This represents under 10% of the total patient population, and an average referral rate to me of about 30 families a month. As the project data are presently being processed I am unable to give a precise statistical analysis of results, only my general impressions.
Four of the more common ways in which patients communicate their social and personal problems to their doctor are these:
(1) Patients may use the language of physical illness to present all their problems.
(2) Patients may use physical symptoms as a cloak, an excuse, a first attempt, to tell the doctor about their underlying psychosocial difficulties.
(3) Patients may make a direct communication to the doctor about their social problems. (4) Patients may give out indirect hints of the social needs and problems they wish to discuss.
Intractable Physical Symptoms
Patients occasionally present intractable physical symptoms which have been extensively and expensively investigated medically and for which no obvious causes have been found. The doctor is fairly certain that personal and social factors
